Many ethnic groups are known to use traditional healers often in conjunction with Western biomedical medicine, thus combining treatment regimens and medical advice as they see fit. Awareness of the use of traditional healers is an increasingly salient issue due to the growing diversity and aging of the U.S. population. To explore the determinants of use of traditional healers, we studied demographics, health status, and social support networks of a representative sample of elderly Koreans in Los Angeles County, California.
Traditional healers are the first points of contact with health care providers in many societies. Immigrants to the United States who believe in the efficacy of these treatments are likely to continue their use, thus challenging the health care planners and providers who face delivery of care to the ethnically diverse population of the United States. This challenge is greater for the providers of care to older persons whose multiple and chronic physical problems increase the probability of drug-herb interactions and complications that further confound their treatment and recovery. Combined with communication difficulties or language incompatibilities, differences in cultural and health beliefs may additionally exacerbate the difficulty of providing care to people who lack confidence in Western medicine or its providers and will not comply fully with their treatment regimens.
Traditional medicines and their treatment styles vary, though most use herbal preparations and other substances. Although some herbal treatments may be inert, some have medicinal values and are used in purer forms in pharmaceuticals. The notion that herbal rem-edies can be taken without side effects or unwanted interactions with other drugs is a common and potentially dangerous misconception. The recent popularity of self-care with herbal remedies in mainstream American society and the explosive growth of the uncontrolled, unsupervised, and underresearched over-the-counter herbal health products emphasize the need for health and human service providers' awareness of the use of alternative care. Therefore, proper treatment of populations with strong beliefs in traditional healing is highly dependent on determining why and when such care is sought and used.
A growing body of literature has documented and explored the use of traditional healers and some researchers have identified a number of correlates of use, particularly among the general U.S. population (Astin, 1998; Cassidy, 1998a Cassidy, , 1998b Eisenberg et al., 1998) . Research is more limited among ethnic populations, specifically natives of China, Taiwan, Singapore, Korea, or other Southeast Asian cultures with longstanding beliefs in these native medicines (Chan & Chang, 1976a , 1976b Ho, Lun, & Ng, 1984; Mechanic & Kleinman, 1980; Pang, 1989; Pourat, Lubben, Wallace, & Yu, in press ). These studies have also identified a number of correlates of use, though they have not isolated the effect of each factor independent of other predictors of use. This study contributes to the literature on the use of traditional healers by assessing the independent effect of factors such as types of illness or symptoms, social networks, and age on seeking traditional care among elderly Koreans.
Characteristics of the Korean Elderly Population
Elderly Koreans constitute the fourth largest Asian American and Pacific Islander (AAPI) group in the United States. The number of elderly Koreans in the United States, along with other AAPI elderly people, is rising rapidly due to the aging of the existing AAPI population and the continuing immigration of elders to reunify families. The Korean American population, concentrated in California, New York, and Virginia, includes elders who tend to be low income, and the majority have little working knowledge of English and therefore are linguistically isolated (53%). Because most recent immigrants do not qualify for public insurance such as Medicare, Korean Americans tend to have low rates of insurance coverage (Tanjasiri, Wallace, & Shibata, 1995) . In terms of health, elderly Koreans suffer from high rates of certain illnesses and functional problems (Villa, Wallace, Moon, & Lubben, 1997) . The majority of elderly Koreans consider their selfassessed health status to be poor (Tanjasiri et al., 1995) .
The Practice of Traditional Korean Medicine
Traditional Korean medicine is an inseparable component of Korean culture within and outside Korea. Schools that teach this practice exist in both Korea and in the United States (Pang, 1989) . The care provided by traditional healers is different from the care generally associated with Western physicians. For example, the average length of a visit to a traditional healer is about 30 minutes compared with 10-15 minutes for Western doctors (Hsiao, Braun, Yntema, & Becker, 1992; Pang, 1989) ; a significant portion of the visit to the healer is spent discussing the patient's personal life situation (Chan & Chang, 1976b; Kleinman & Gale, 1982; Pang, 1989) . In addition, traditional healers tend to have hours after work and on weekends, increasing their accessibility over Western doctors.
Among older Koreans, as in other communities, Western doctors and traditional healers are complementary providers of health care. In the native countries of many of the ethnic cultures of the United States, the traditional and Western systems of care are either formally institutionalized and combined or coexist informally, leading to a long history of acceptance and integration within these cultures. Neither type of care is assumed to substitute for the other, but they are considered to be complementary systems suitable for distinct afflictions (Ho et al., 1984; Kleinman & Gale, 1982; Pang, 1989; Chan & Chang, 1976b) .
In traditional Korean medicine, which is derived from traditional Chinese medicine: the etiology of disease is based on a state of imbalanced social conduct, and health is related to the effort to keep oneself in harmony internally and externally . . . the signs of illness and the symptoms of disease are interpreted and treated on the basis of the metaphysical and cosmological philosophy that is centered on the concepts of Urn and Yang . . . {Um has the same meaning as the Chinese Yin). . . .
[N]ature is believed to act through two opposing and unifying forces, Um and Yang. In a normal person, the two opposing forces are in harmony of the vital energy . . . deficiency or excess of vital energy causes an imbalance of the two forces and results in disease. . . . The major diagnostic methods . . . are visual observation, obtaining a history of illness, listening to the patient's voice, and taking the patient's pulse. (Pang, 1989) Hence, a substantial portion of care provided by traditional healers is in effect counseling or therapy. That may be the reason why the concepts of trust and patient/healer relationship are found to be important and necessary in traditional medicine (Cassidy, 1998a (Cassidy, , 1998b Chan & Chung, 1976b; Pang, 1989) .
Predictors of Use of Traditional Healers
Existing research on the use of traditional medicine identifies demographic characteristics, health conditions, and social network/social support as correlates of use. Older individuals are more likely than younger ones to use traditional medicine because they have a better knowledge of herbal remedies and the qualities of these remedies, believe in their efficacy, or are reluctant to undergo painful procedures and surgery (Chan & Chang, 1976a , 1976b Fazel, 1995; Ho et al., 1984; Mechanic & Kleinman, 1980; Pang, 1989) . Women are also found as more likely users of traditional medicine compared to men, perhaps because of their lower education levels and better familiarity with these practices (Chan & Chang, 1976b; Ho et al., 1984; Pang, 1989) .
Lower socioeconomic status is associated with the use of traditional healers in several studies. This is particularly true when the cost of traditional care (visit and remedy) is less expensive than Western medical care (Ho et al., 1984; Mechanic & Kleinman, 1980) . However, traditional care may still be quite expensive (Pang, 1989) . A lack of health insurance coverage among recent immigrants may motivate the choice of traditional care rather than Western medicine (Chan & Chang, 1976b; Pang, 1989) .
Certain types of health problems tend to predict use of traditional healers positively. The consensus is that people with certain conditions (e.g., arthritis and respiratory conditions) and those with vague or illdefined symptoms (e.g., stomach ache, numbness, cold hands and feet) visit traditional healers more and consider the traditional healer the appropriate source of care for these symptoms. On the other hand, Western doctors are preferred for the treatment of other conditions such as diabetes or hypertension because the underlying physical problem lends itself well to Western medical intervention (Chan & Chang, 1976a , 1976b .
The awareness of the dangers of undiagnosed or unsymptomatic diseases can also motivate patients to seek Western physicians rather than traditional healers (Pang, 1989) . Lack of symptoms in diseases such as hypertension and diabetes, particularly in the earlier stages, eludes diagnosis by traditional healers and that may be why such diseases are treated by traditional healers less often.
Ill-defined physical symptoms that have no clear organic or psychiatric cause are poorly treated by Western medicine and therefore constitute a major reason for traditional healer visits (McLeod & Budd, 1997) . Furthermore, ethnocultural groups differ significantly in somatization and the source of these differences based on their belief systems (Kirmayer & Young, 1998) . Kleinman and Gale (1982) have shown that somatization of psychological problems such as depression or broader life stressors such as problems in trie family and the workplace are common and significant predictors of use of traditional healers among Taiwanese (Kleinman & Gale, 1982) . Some Korean patients who turned to traditional healers expressed their problem in terms of having lost meaning in life (Pang, 1989) . Seemingly, the conditions that lead to the use of traditional healers are those for which Western medicine provides only symptomatic treatment or no treatment because they are not defined as "illness" per se (Chan & Chang, 1976b; Ho et al., 1984; Pang, 1989) . Research among the general U.S. population indicates that alternative healtn care is considered helpful for certain complaints, particularly those that Western medicine does not always cure (Whitmore & Leake, 1996) . These studies also illuminate the reasons for the simultaneous use of traditional and Western medicine.
Social networks and social support are another class of predictors of use of traditional medicine. Social networks contribute to the use of traditional providers because many users of such services do so at the advice and recommendations of friends and relatives (Ho et al., 1984) . Family and friends often accompany patients on visits to traditional healers. Some patients may even treat others to a session or purchase herbs and tonics for other family members (Pang, 1989) .
Methods
The data are from a self-weighting multistage survey of older Koreans and non-Latino Whites between June and November 1993 in Los Angeles County, California. A total of 223 Koreans aged 65 and older were interviewed using a three-stage probability sampling method employed in the selection of census tacks, blocks, and households. First, 25 census tracts were identified where non-Latino Korean people constituted 15% or more of the population. Next, households in 130 blocks were randomly selected from the 25 census tracts. This method was necessary to obtain a population-based sample of elderly Koreans but it biased the sample by excluding a small number of elderly Koreans who lived in low-density neighborhoods and were likely to be more acculturated. The response rate for the Korean sample was 74%.
The survey respondents were interviewed in person by trained Korean-speaking interviewers in the elderly Korean's residence. The questionnaire was translated into Korean using a back-translation method, and was reviewed by two focus groups of five bilingual health and service agency workers in Korea Town, Los Angeles, as well as six Korean elders to ensure congruency with written Korean language and ease of understanding. Data reliability was improved by using visual cue cards, which displayed multiple response categories (Villa et al., 1997) .
All of the Korean elders in the study were immigrants, had little or no ability to read, write, or speak English, and almost always associated with other Koreans. The dependent variable separated participants who had one or more visits to a traditional healer during the past 12 months from those who had no such visits. Nearly all elders who had used these practitioners had also used Western physicians. Only two individuals had visited traditional healers without also seeing a medical doctor; they were grouped with the users of traditional healers. The nonusers of traditional healers included participants who had used Western doctors only and the relatively few who had seen neither a Western physician nor a traditional practitioner.
The conceptual model proposed for this study is an adaptation of Andersen's (1995) conceptual model of health care access and utilization. Other models such as the health belief model by Rosenstock and Becker (Wan, 1989) and models of patient decision making by Suchman, Mechanic, and Kosa and Robertson (Aday & Andersen, 1998) have also been used to demonstrate health care use. Andersen's behavioral model was chosen because it focuses on a combination of intrapersonal and external determinants of health care use and has been used to explain health services use especially by elderly people (Aday & Andersen, 1998; Wan, 1989) . Furthermore, the predictors of utilization in Andersen's model can be identified and measured readily, and from a health education or policy perspective, some predictors are amenable to intervention.
Andersen's model theorizes that "a person's use of health services is a function of their predisposition to use services, factors that enable or impede use, and their need for care" (Aday & Andersen, 1998) . Predisposing characteristics (e.g., race/ethnicity, gender, age, health beliefs), enabling characteristics (e.g., income, insurance), and the need for care (e.g., health status, medical conditions) may represent the individuals, their social structure, or the attributes of their community. We assumed that the predictors of use of traditional medicine are similar to predictors of use of Western medicine in terms of the overall reasons for seeking care such as illness and ability to pay for care. The differences are likely to be in the types of illness or the extent of the effect of ability to pay.
The predictors of use included a number of predisposing, enabling, health status, and social network indicators. Age was broken down into three cohorts of participants in their sixties, seventies, and eighties or older. Education was categorized into elementary education or less, high school education and diploma, and college education or higher. Participants who were married were categorized separately from those who were widowed, divorced, or separated. Those who lived alone were distinguished from those who lived with others. The number of years the person had lived in the United States was categorized into less than 5 years, 6-10 years, and 11 years or longer.
Income of the respondents, or the couple if the spouse was present, was categorized into less than $7,000, $7,000-$9,999, and $10,000 or more (the Federal Poverty Level in 1992 was $8,489 for a family of two older than 65 years of age). Insurance coverage was represented by no insurance coverage, Medicaid as the only source of medical insurance, and other types of coverage including Medicare and/or private insurance policies (including Medigap).
Various measures of health status were used to assess self-perceived and objectively determined measures of need for health care. Self-assessed health status and presence of physical symptoms were considered to be measures of self-perceived health. Chronic conditions including heart disease, lung disease, arthritis, diabetes, and hypertension were most prevalent among the sample and were used as measures of professionally determined need (the questions asked, "Has the doctor ever told you that you had . . ."). Similarly, measures of functional difficulties such as basic, intermediate, and advanced activities of daily living (Commission of Chronic Illness, 1957; Gibson, 1975; Jette et al., 1986; Katz, Downs, & Cash, 1970; Nagi, 1976) as well as the scores obtained from the application of the Center for Epidemiological Studies Depression (CES-D) Scale (Radloff, 1977) were considered the objective measures of health status. Basic activities of daily living (BADLs) included eating, bathing, dressing, and getting around the house. Intermediate activities of daily living (lADLs) included shopping, managing money, using the phone, doing heavy housework, and taking a bus. Advanced activities of daily living (AADLs) included walking for a quarter of a mile, climbing steps, standing on feet, stooping, reaching over head, using fingers to grasp, lifting an object of less than 10 pounds, and lifting an object of less than 25 pounds.
Two measures of social support networks (Revised Lubben Social Network Scale [Lubben, 1988; Lubben & Gironda, 1997] and the Rand Social Support Scale [Sherbourne & Stewart, 1991] ) were used to assess the degree of connectedness of this population to their social networks and its effect on use of traditional healers. Logistic regression models were developed to compare users and nonusers of traditional healers.
Results

Among older Korean immigrants in Los Angeles
County, 42% reported using a traditional healer in the past year. The Koreans in the sample most often were between 70 and 79 years of age, female, and lowincome, lived with others, and had Medicare and Medigap coverage. They expressed tiredness/fatigue more often than not, had more than one IADL and more than two AADL difficulties (Table 1) .
The users and nonusers of traditional healers did not differ significantly in age. A smaller percentage of those in their 60s (51%) and 80s (50%) used traditional healers than those in their 70s (64%), but these differences were not significant. There were no significant differences between users of traditional healers by gender, marital status, whether the person lived alone, education, income, and years the person had lived in the United States (Table 2 ). The only significant difference in use of traditional healers appeared between insured and uninsured individuals. Only 24% of the uninsured used traditional healers compared with 59% of persons with Medicaid only and 71% of those with other types of insurance including Medicare and Medigap coverage.
Health status (need) was more often associated with the use of traditional healers, but subjective indicators were not associated with using traditional healers. The self-assessed health status of the users and nonusers did not vary. Similar proportions in both user and nonuser groups considered themselves to be in poor, fair, good, or excellent condition. The rates of physical symptoms such as headache, chest pain, difficulty breathing, joint pain, being tired, and being worn out did not differ significantly among users and nonusers. Only one physical symptom varied-rates of use was higher among those who reported stomach pain (66%). Finally, no significant differences existed among users and nonusers in the average number of functional difficulties such as the basic, intermediate, and advanced activities of daily living (Table 3) . Several chronic conditions and a measure of psychological health varied significantly between users and nonusers of traditional healers. A large percentage of elders with heart disease (73%), lung disease (90%), and arthritis (71%) were users of traditional healers. No differences were observed in the rates of diabetes and hypertension among users and nonusers. The average CES-D score for users of traditional healers was 11.8 compared with 14.6 for the nonusers, indicating a lower number of depressive symptoms among the users.
A breakdown of the CES-D scale into subscales showed that users reported a lower average value on their well-being scale (4.5) than nonusers (5.6). Similarly, the users reported a lower score on their interpersonal scale (0.5) than nonusers (0.7), indicating that they felt negative feelings from others less often. Users and nonusers did not differ in their depressed mood scale or their psychomotor retardation scale values.
Stronger social networks and higher social support was also associated with using traditional healers. Users of traditional healers had a higher average score on the Revised Lubben Social Network Scale (47.0) than nonusers (41.7). The analysis of the subscales revealed that users had a higher average score for friend networks (13.8 vs 12.0 for nonusers) and neighbor networks (12.5 vs 10.1 for nonusers), indicating a higher degree of connectedness to these networks (Table 4) .
The mean scores on the Rand Social Support Sca\e were also higher for users (43.2) than nonusers (39.15) indicating a nigher level of social support for the users of traditional healers. The subscales of the Rand Social Support Scale revealed that the difference was attributable to the levels of emotional support received rather than instrumental support. The users of traditional healers received a score of 29.9 on emotional support versus 26.5 for the nonusers (Table 4) .
The multivariate models contained mostly predictors of use of traditional healers that were significant at the bivariate phase. Because of the high colinearity between the Revised Lubben Social Network Scale and the Rand Social Support Scale, each predictor was modeled separately. Using either one of trie social support network measures did not alter the estimated coefficients for other variables in the models. Neither did the models differ noticeably in the negative log likelihood ratios and the fit. Consequently, only the complete list of coefficients for the first model is presented in Table 5 .
Among the predisposing variables included in the model, age, the number of years spent in the United States, being female, and having heart disease did not significantly predict use of traditional healers. Health insurance, on the other hand, significantly increased the probability of use of traditional healers at least five times for respondents who had Medicare, private coverage, or both compared with the uninsured respondents. Persons with Medicaid coverage were also three and half times more likely to use traditional healers than uninsured persons.
Among indicators of health status, chronic conditions such as lung disease and arthritis significantly increased the likelihood of use of traditional healers (5.61 and 2.45, respectively). Stomach pain, the only significant physical indicator of use in the bivariate phase, doubled the likelihood of use of traditional healers. Also, the presence of depressive symptoms reduced the likelihood of use of traditional healers significantly: an increase of 5 points in the scale reduced the probability of use 0.26 times. Dividing the CES-D into the subscales presented in Table 3 did not produce any significant results that could have been attributed to the dimensions of depression such as well-being, depressed mood scale, interpersonal scale, or psychomotor retardation scale (results not shown).
The Revised Lubben Social Network Scale showed that higher social connectedness and more cohesive social networks led to higher use of traditional healers. An increase of 5 points in the overall scale increased the probability of use by 0.14 times. Division of this scale into subscales representing family, friend, and neighbor social networks, however, did not significantly change the probability of use (results not shown). Replacing the Revised Lubben Social Networks with the Rand Social Support Scale (Model 2) revealed that the overall Rand Social Support Scale did not significantly predict use of traditional healers. The emotional support and instrumental support subscales of this measure did not predict the use of traditional healers either. To investigate whether the predictors of use varied for frequent users, we used the same models to predict frequent use of traditional healers (more than six visits a year). The presence of stomach pain, lung disease, and stronger social networks emerged as significant predictors of frequent use, consistent with the findings in Models 1 and 2 (results not shown).
Health Status
Discussion
We found that most self-perceived symptoms did not drive the decision to use traditional care, but a few specific medically diagnosed and chronic health problems did. The increased use of traditional healers by elders with arthritis may be an indication of the 
, where U is the log likelihood of the intercept only model, L P is the log likelihood of the fitted model, and D is the deviance of the fitted model. *p < .1; **p < .05; ***p < .001.
challenging nature of such diseases, for which conventional medicine cannot provide a permanent or complete cure. This phenomenon is not unique to elderly Koreans, but a study of the general population of the United States has also found that persons using alternative medicine cite the relief of musculoskeletal dysfunction as a reason for use (Astin, 1998) .
On the other hand, chronic conditions such as diabetes and hypertension did not increase the probability of use of traditional healers, perhaps because the available Western medical treatments could treat these health problems with a high rate of success and/or because the asymptomatic nature of these diseases did not place them in the pantheon of health problems presentable to traditional healers. It is interesting to note that different types of pain (head, joint) and lethargy (tired, worn out) were not associated with the use of traditional healers even though they are often vague symptoms and poorly treated by Western medicine (McLeod & Budd, 1997) . It is possible that these symptoms represent a wider range or experiences (ranging from very mild and nonproblematic to severe and debilitative) compared with symptoms that lead to diagnoses of arthritis or other illnesses.
Stomach pain, on the other hand, a subjective condition and a symptom rather than a specific disease, proved to be an important predictor of use of traditional healers. Other research has found chronic pain, stomach pain, and other gastrointestinal problems being treated by traditional healers in many cultures in the United States and other countries (Astin, 1998; Chan & Chang, 1976b; Pang, 1989; Trotter, 1981) . Still, it is not clear why stomach pain was perceived to be more suitable for traditional healers. It may be that culture and theories of disease and well-being drove the personal perceptions of stomach pain as a symptom of illness that was not well defined in Western medical terms. Pang (1989) observed that stomach pain was a common complaint in offices of traditional healers and considered to be an imbalance of Um and Yang or lack of harmony within the person.
Larger social networks, or the degree of connectedness to them, increased the odds of using traditional healers. Friend and neighbor networks (but not family) and emotional support (not instrumental) increased use. This is consistent both with the importance of the lay referral network for facilitating traditional healer use, and with the predominantly social nature of traditional healer practices. According to Pang (1989) , many individuals used the traditional healer's office as a meeting and social place, often going there to read the paper and talk. Visits were often made with friends and family members and there was often interaction between the healer, the patient, and others present in the office during the examination. Traditional healers offered advice about important life issues in addition to medical conditions, because of traditional Korean medicine theories that disease can also be caused by lifestyle and living situation as well as physical health. A visit to a traditional healer appears to be more similar to a holistic family/group therapy session than a Western doctor office visit.
Researchers cite similar reasons for the use of alternative care among non-Asian groups. These reasons include the holistic nature of traditional medicine and a close relationship with traditional healers (Cassidy, 1998a (Cassidy, , 1998b ; mood care and anxiety relief, ". . . congruency of own values, beliefs, and philosophical orientation toward health and life" (Astin, 1998) ; and more intimate intervention (Freeman & Landis, 1997) .
We found that insured people were more likely to use traditional care. Even though this finding was contradictory to some research (Pang, 1989) , it is likely that the insured elderly Koreans had more healthrelated discretionary income. Lack of financial resources could have made traditional care unattainable, which could cost as much as $300 or more per visit and Vol.39, No. 6, 1999 prescription (Pang, 1989) . Because uninsured people had to pay for both herbal remedies and prescription medications out of pocket, they could have opted for more potent and fast-acting Western medications (Chan & Chang, 1976b) . Also, Western medications may have been available at a subsidized cost through community health centers or as samples provided by a private physician. People with Medicaid coverage could have received Supplemental Security Income, a needbased form of public assistance as well as prescription coverage, and consequently had more discretionary income to be used to purchase traditional care and herbal remedies. Research among the general U.S. population has revealed similar findings-the users of Chinese medicine were more often middle-income groups (Cassidy, 1998a) .
We found that better, rather than worse, psychological health predicts the use of traditional nealers. At times, psychological distress is somaticized and acts like a physical condition, so one would expect that individuals using traditional healers are more likely to have higher numbers of depressive symptoms (Kleinman & Gale, 1982) . It is possible that respondents who reported the use of traditional healers felt healthier psychologically at the time of the interview because of the care they had already received.
Western physicians who treat Korean, and increasingly other, patients with vague symptoms (e.g., stomach pain) or hard-to-treat chronic conditions (e.g., arthritis) need to investigate all other treatments being used by their patients. The herbal treatments used by traditional healers may have positive medicinal effects beyond placebo effects (Bensoussan et al., 1998; Gertner, Marshall, Filandrinos, Potek, & Smith, 1995; Jonas, 1998) . Therefore, the benefits of traditional care should not be discounted by Western medicine and could in fact be considered a viable resource in managing certain types of chronic conditions.
On the other hand, physicians need to exercise caution when treating people who use traditional care. Despite the complementary use of Western medicine and traditional healers by many patients, traditional healers and Western physicians often view each other with suspicion and discourage the use of medications prescribed by the other (Pang, 1989) . This practice can result in lack of compliance with the treatment plans of the Western physicians and erode patientprovider confidence. In addition, some herbal remedies have been shown to interact with prescribed medications, have harmful qualities, be harmful if improperly prepared or used in inappropriate quantities, or contain harmful substances (Gertner et al., 1995; Izzat, Yim, & El-Zufari, 1998; Macia, Navarro, GarciaNieto, & Garcia, 1995; Tai, But, Young, & Lau, 1992) . Medical practitioners who treat Korean/Asian patients can potentially avoid treatment complications caused by the use of nerbal and Western medicines. Complementary use may not, therefore, necessarily be an uncomplicated action.
The holistic and the more intimate, involved practice of traditional medicine has a strong attraction for users of this care (Astin, 1998; Cassidy, 1998b; Freeman & Landis, 1997) . The changes in the U.S. health care system have led to a reduction of time Western physicians can spend with their patients, learn about their patient's lives, and provide more than just physical care. A holistic approach to patient treatment is increasingly hard to practice under the current financial pressures to reduce payment to physicians, which in turn lead to less time spent with patients. Yet, these techniques may have potential benefits in improving patient satisfaction with and quality of care as well as perceptions of well-being and outcomes of care (Cassidy, 1998a) .
Traditional care is not a "cheap" substitute for Western medicine, but instead can be a costly source of treatment, particularly because much of its cost is paid out of pocket. Yet, the social aspects of traditional care are a potentially important factor in health care use. Older Koreans retain a strong attraction to traditional healing practices, in contrast to their extremely low prevalence of use of the home and community longterm care services that exist in Los Angeles but not in Korea (Moon, Lubben, & Villa, 1998) . Health and human service providers could make their services more acceptable to older Koreans, and other immigrants, by taking the time to talk with potential clients and identifying culturally specific elements that could be incorporated into their programs. Service providers should also note the role of social networks in increasing use of traditional healers and work to inform not only potential service users but their families and social networks as well. By better understanding the role served by traditional care providers, we can better adapt contemporary services to address the unmet needs of our diverse population.
